METHODS
This was a cross sectional study at department of surgery from Oct 1, 2015. We randomly selected 100 patients. Ten intern doctors rotating in surgery ward were briefed to 'look into' the patients' case notes for the completeness and accuracy of pre-defined entries. Ten case notes of admitted surgery patients were randomly selected by simple lottery on working days (Sun, Mon, Tue, Thu, and Friday). The bed numbers of all admitted patients were written on separate pieces of paper, folded and put in a large envelop. Ten folded pieces were drawn randomly, and then put into another envelope. Ten intern doctors each drew one number to review the respective patient chart. This process was repeated for ten days till we had 100 samples. On subsequent days if the number drawn were that of previously drawn patients, then another draw was taken.
The entries in clinical notes were predefined for completeness necessary for quality care. There were 29 general entries and additional three for discharge patients. The consensus decision for relevancy of entries (variables) was based on discussion in the surgery department meeting attended by faculties, residents, and intern doctors. Each entry was given score of one (present) or zero (absent). Thus, a maximum score of 29 was necessary for completeness of note and additional three, i.e. 32 for the discharge patients. Legibility of entries was based on whether hand writing was readable (one) or not readable (zero). Microsoft Excel was used for data entry and descriptive analysis. Study was approved by institutional review committee, IRC-PAHS.
RESULTS
Out of 100 clinical notes studied, 62 were non discharge and 38 discharge patients. Four (6.5% of 62) in non discharge had all 29 entries, and in two (5.3% of 38) discharge patients had all 32 entries noted. In 13 (13% out of 100), the information for identification of patient was incomplete. The 'date, clinician name and designation' was noted in 12%, 13% and 10%, respectively. Drug and social history was detailed in 30% and 23%, respectively. In daily progress notes, the details of changes in diet were noted in 53%, investigations in 72% and intervention in 73%. Handwriting was difficult to read in 21%. The clinical notes of the patients who were being discharged lacked the information on home advice about medicine, diet, physical activity and dressing in 11%, (Table 1) .
DISCUSSION
Our study showed there was serious lacking in documentation in clinical notes of elective surgery patients. Only four out of 62 (6.5%) non-discharge patients had complete information on all the 29 general entries. Among 38 discharge patients, only two (5.3%) had all 32 entries. Furthermore, the crucial information on 'identification of patients' were incomplete in 13 (13% patients). Similarly inadequate documentation has been reported as common occurrence in clinical practice that may compromise quality of care, cause adverse incidents and lead to poor outcome. 3, 4 When the individual sections of the score were analyzed separately, the general information for identification of patients and doctors (9 entries) that are crucial and must have information were incomplete with missing data in 13% (13 out of 100). The deficiency was in details of contact number and address of the patients. For identification of doctors, the consensus decision on "every entry should be signed, every note should be dated and every entry should have clinician designation" had lowest score of 17%, 13% and 10%, respectively. Lack of these entries could be the issue of not being responsible when there is need to 'identify' the clinician who is taking care of and is responsible for the management of patients, for example, in circumstances of dispute about the care and medico-legal issues. Information to accurately identify patient 'Identification data-name, age, sex, hospital number, date, contact number, addresses' were noted in 87% only.This could lead to unwanted consequences in time of urgency when the patient's family needs to be contacted. Despite recommendations and advice from Royal College of Surgeons and Physicians, the NCEPOD (National Confidential Enquiry into Patient Outcome and Death), the study found that the standard of initial assessment was unacceptable in 7.1%. 5 This is also interesting to note from published evidence that doctors who record more data are likely to detect adverse events. 6 In present study, the initial clinical information on admission was also lacking. The details of social history about duration and quantity of alcohol and tobacco (smoking or chewable) were mentioned in only 23%. The crucial information to initiate prompt treatment, for e.g. type of admission (emergency or elective) and chief complaint was mentioned in 87% only, previous history of tuberculosis, diabetes, and hypertension was mentioned in 69% only. More serious lacking was in details of initial examination, present in 81%, initial plan of treatment in 79% and progress note with specific plan of treatment in 85% only. Even the working diagnosis was present only in 88%. These details are important and further influence the course of treatment and final outcome. For any modification of diagnosis or treatment there must be a 7 Similarly, the details of drugs and antibiotics to justify their use was noted in 72% only, where as in clinical practice the logical explanation is necessary to justify the necessity of use of antibiotics. 8 In this study, we noticed 21% of clinical notes were difficult to comprehend due to difficult to read handwriting. Doctors are famous for 'scribble' with difficult to read handwritings which at times create blunders. Readable writing, preferably with identification of persons who makes entries of relevance and accuracy serves as evidence in case of litigation. 9 The discharge advice of medicine, diet, physical activities, dressing etc were lacking in 11%.The home advice is important and a matter of concern for patients and family after leaving hospital. It affects the compliance and overall outcome after surgery. The detail instruction, preferably in written form provides ease of mind to patients and family, more so in our society where there is lack of community nurses and family physicians. 10 This study shows our clinical notes have problems with documentation, are inadequate and lacks necessary information to be recorded in the patient chart during the course of patients care and need to be improved with detail entries. The teaching in medical schools to systematically document history, physical examination, relevant investigations and treatment process for the care of patients, and use of structured standardised clerking, were not adhered to in our daily practice as found in other studies.
Quality of
11, 12 Standardizing entries in clinical notes during the course of care is important for consistency. Structured, agreed upon entries improves documentation. The CRABEL score has been shown to be a useful, reproducible and easy-to-perform objective assessment of the quality of medical record keeping. Repeated audit cycles have ensured that case-note quality remains a high priority and have also led to the development of standardized admission documentation for measurable improvement in record keeping.
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Our findings suggest that there is need of reinforcement to knowledge and skills learned in medical school in regard to documentation of clinical history, and further management of patients. Standardized clinical note of relevance requires input from all health care personnel, doctors, nurses and paramedical staff who are directly involved in overall care of patient. Furthermore, the holistic care involves patients, family, management, community and society as a whole because medicine is more than just facts and figures of science and includes much bigger circle outside of health professional and patients. Good clinical note is the basis of quality patient care. Our study shows adequate and relevant information in clinical notes needs to be improved. Implementation of structured clinical note with periodic audit for revisit and reflection will help maintain consistency and improve quality of care for patients.
CONCLUSIONS
Quality of clinical notes in admitted surgery patients need improvement both in required number of entries and details in all the domains of general information for identification of patients and doctors, initial clinical details on admission and progress as well as discharge advice.
